. First, the FDA warning was added to all oral FQ orders in the electronic medical record and education regarding risk and appropriate use of FQ was given to providers in the primary care clinics and emergency department. Secondly, ciprofloxacin susceptibilities were suppressed by the laboratory when organisms were susceptible to third-generation cephalosporins. To assess the impact of these interventions, FQ utilization was compared across the same time period, each one year apart. Pre-education was assessed from November 2015 to February 2016, post-education from November 2016 to February 2017, and post-education plus susceptibility suppression from November 2017 to February 2018.
Background. Antimicrobials are commonly prescribed in the emergency department despite the fact that a large proportion of these drugs are misused. However, comprehensive studies of factors leading to the misuse of antimicrobials in the emergency department (ED) are few. Understanding current practice of antimicrobial use in the ED is important for developing an effective antimicrobial stewardship program for this setting.
Methods. We performed a 1-year cohort study of patients discharged from the ED in a tertiary care center with a prescription for oral antimicrobial agents. A retrospective audit of the appropriateness of antimicrobial prescription using prespecified criteria was performed by two infectious disease physicians. Patterns in antimicrobial prescription and the physician-, patient-, and environment-related factors predicting unnecessary/inappropriate antimicrobial prescription were evaluated.
Results. Of the 36,308 annual visits to the ED, 1,555 patients (4.3% of visit) received oral antimicrobial prescriptions upon discharge. Pneumonia (18.2% [283/1, 555] ) was the most common indication for antimicrobial prescription. Of the 1,555 antimicrobial prescriptions issued, 852 (52.9%) were considered inappropriate. Factors significantly associated with unnecessary/inappropriate antimicrobial prescription included the lack of comorbidities (adjusted odds ratio [aOR] Background. Community acquired pneumonia (CAP) is a common condition with significant morbidity and mortality especially in the elderly. Inappropriate selection of antibiotics has frequently been reported in the literature, including within the Australian setting. Clinical pathways and antimicrobial stewardship (AMS) efforts have been effective tools in the management of CAP, encouraging greater adherence to treatment guidelines and the use of severity assessment tools to guide emperic andtibiotic choice.
Methods. A baseline retrospective audit revealed high rates of inappropriate prescribing for CAP outside of established guidelines. This stemmed mainly from the lack of severity assessment to guide empiric therapy. To improve management, a fully integrated CAP clinical pathway for immuno-competent adult patients was designed. The SMART-COP tool was chosen as the severity assessment tool (SAT) as it was well validated in the Australian Community Acquired Pneumonia Study. A random sample of 80 patients with the principal diagnosis of CAP were selected annually from 2013 to 2015 to measure the effect and sustainability of the intervention.
Results. Use of an SAT was integral in guiding the selection of appropriate antibiotics which has risen from 9% in 2012 to 46% in 2015. The inappropriate use of broad-spectrum antibiotics declined since the commencement of the CAP Pathway as seen in the graph below.
The average length of stay (LOS) for patients on the CAP pathway has also declined from 7.14 days in 2012 to 4.31 days in 2015. This is significant reduction in healthcare cost associated with the care of patients with CAP. Pneumonia In-Hospital Mortality Variable Life Adjusted Display indicators for Logan Hospital show no persistent flags, indicating no unexpected treatment outcomes.
Conclusion. The implementation of a CAP Pathway has shown continuing improvement in the choice of empiric therapy for the management of CAP with a reduction in the use of inappropriate broad-spectrum antibiotics, both intravenous and oral. The average LOS for patients admitted with CAP has also decreased, impacting patient flow within the hospital. This is a significant AMS gain and shows that penicillin plus doxycycline or a macrolide can still be the most appropriate therapy in an Australian setting.
Disclosures. All authors: No reported disclosures. Background. More than 30% of antibiotics prescribed in the outpatient setting are unnecessary. This study aimed to determine the impact of pharmacist-led audit and feedback on outpatient antibiotic prescribing for upper respiratory tract infections (URIs) and urinary tract infections (UTIs).
Implementing Outpatient Antimicrobial Stewardship in a Primary
Methods. A retrospective, observational study was conducted at an outpatient primary care office to evaluate implementation of a pharmacist-led audit and feedback process. The office includes 0.6 FTE ambulatory care pharmacist (ACP) who completed antimicrobial stewardship training, and is part of a health system supported by a pharmacist and physician co-led antimicrobial stewardship program (ASP). Education, including pocket cards with URI and UTI guidelines was provided by the ASP leads in July 2017 prior to the study period (August 2017-March 2018). The ACP was responsible for weekly audit of all prescribed antibiotics for URI and UTI and provided feedback to prescribers. Appropriateness of therapy was determined via the guidelines presented by the ASP team. Feedback included recommendations regarding watch-and-wait, antimicrobial selection, dose, and duration of therapy. The primary outcome was to compare antibiotic use over time following the implementation of the audit and feedback program.
Results. Over the study period 1,107 prescriptions were audited by the ACP: 825 URI and 282 UTI. Feedback was provided for all cases, positive feedback for 580 (52.4%), negative feedback for 380, (34.3%) and mixed feedback for 147 (13.3%). The most common reasons for feedback were inappropriate agent (26.3%) and too long of duration of therapy (24.3%). Fluoroquinolone prescribing rates for UTIs decreased from 85% at baseline to 40% in Month 1 and to 11.7% of UTI prescriptions over the next 6 months. Nitrofurantoin prescribing increased from 0.4% in Month 1 to 38.6% of UTI prescriptions over the next 6 months to become the most commonly prescribed agent. Β-lactams were the most commonly prescribed antibiotics for URIs (66.7%). The median URI duration of therapy decreased from 10 days at baseline to 7 days across all 7 study months.
Conclusion. Pharmacist-led audit and feedback significantly reduced fluoroquinolone prescribing for UTIs and shortened median duration of therapy for URIs in the outpatient setting.
Disclosures. All authors: No reported disclosures. Background. Antimicrobial stewardship programs (ASP) can be effective at reducing inappropriate antimicrobial usage that contributes to antimicrobial resistance and adverse medical outcomes. However, developing effective ASP remains an important challenge, especially in the ambulatory setting. Outpatient antibiotic prescriptions for acute respiratory tract infections (ARI) are one area in which inappropriate prescribing has been previously described, and are a potential ASP target.
Outpatient Antibiotic Use in Viral Acute
Methods. In effort to develop targeted interventions, antibiotic prescribing for viral ARI was examined in primary care outpatient clinics and the emergency department (ED) of a large military medical center using the military health system management and analysis reporting tool. Adult and pediatric patient encounters from calendar year 2017 were included using 23 relevant ICD-10 diagnostic codes for viral ARIs; those with concurrent diagnoses of asthma/COPD, pneumonia, chronic sinusitis, streptococcal pharyngitis, or otitis media were excluded. Frequencies of ARI diagnosis and antibiotic dispersal were calculated.
Results. Among the 6,354 patients diagnosed with ARI in 2017, 728 (11.5%) were prescribed an unnecessary antibiotic with the highest frequency of such prescriptions in those over the age of 45, females, and family members of service members. Diagnoses most associated with unnecessary antibiotic prescribing were uncomplicated bronchitis (39%) and pharyngitis (22%) for adult medicine; acute rhinosinusitis (40%) and pharyngitis (19%) for pediatric medicine; and uncomplicated bronchitis (33%) for the ED. This increased in the winter months when viral ARI are common. Approximately $22,000 was spent on unnecessary antimicrobial prescriptions with the largest contribution from macrolides.
Conclusion. Based on our analysis, we developed multipronged interventions at facility, clinic, and provider levels. Planned interventions will include interval facility-wide ASP updates with increased frequency during winter months and biannual educational sessions with staff emphasizing clinic-specific diagnoses associated with inappropriate antibiotic prescribing. Program success will be assessed with interval analysis of antibiotic prescribing after intervention implementation.
Disclosures. Background. The Centers for Disease Control and Prevention advocates for the display of commitment posters in outpatient clinics for healthcare providers to pledge to only prescribe antibiotics when a bacterial infection is suspected. However, their impact on antibiotic prescribing in the outpatient setting has largely been part of multi-faceted interventions in academic medical centers or urban cities rather than in rural settings.
Methods. The objective of this study was to determine the impact of commitment posters as a single-intervention in rural outpatient clinics on antibiotic prescribing for upper respiratory tract infections (URIs). This was a quasi-experimental study performed at The Guthrie Clinic, a network of outpatient clinics located in rural New York and Pennsylvania. Commitment posters were displayed in examination and waiting rooms of outpatient clinics (n = 19) between April and June 2017 (intervention period). Patients with a URI visit diagnosis code during the period of July 1, 2016-December 31, 2016 (pre-intervention) and July 1, 2017-December 31, 2017 (post-intervention) were included. Demographic, provider, clinic, and antibiotic prescription data were collected.
Results. A total of 4,422 and 3,830 URI cases were diagnosed, and antibiotics were prescribed for 2,406 and 1,969 cases in the pre-and post-intervention periods, respectively. Fewer antibiotics were prescribed for URI cases in the post-intervention period compared with pre-intervention (54.6% vs. 51.6%, P = 0.013). The most commonly prescribed antibiotics in both cohorts were amoxicillin, amoxicillin-clavulanate, and azithromycin. Male gender (P = 0.0045), older age (P < 0.001), and patients who were seen by a provider other than their primary care provider (P = 0.001), were associated with a higher proportion of antibiotics prescribed per URI diagnosis. There was no statistically significant difference in antibiotics prescribed for patients with and without certain comorbidities such as diabetes or chronic obstructive pulmonary disease.
Conclusion. Antibiotic stewardship commitment posters were associated with a decrease in the number of antibiotics prescribed for URIs in rural clinics and represent a low-hanging fruit intervention for outpatient antibiotic stewardship programs, particularly in rural settings.
Disclosures. All authors: No reported disclosures.
